It is well known that a considerable part of the foetal mortality in placenta praevia is attributable to "prematurity", which is usually assessed on the basis of weight. The low weight is at least partly explained by the short gestation, but the possibility that it also results from retardation of foetal growth deserves attention. The decidua of the lower uterine segment is believed to be less vascular than that of the upper segment, and, although placentae attached to the lower segment are said to be larger than normal (Colmeiro-Laforet, 1953) , it is not known whether this hypertrophy is sufficient to satisfy the demands of the foetus. In this communication we inquire to what extent low birth weight accounts for the high foetal mortality in placenta praevia and whether the low weight is wholly attributable to early delivery, or is also partly due to retardation of foetal growth.
It is well known that a considerable part of the foetal mortality in placenta praevia is attributable to "prematurity", which is usually assessed on the basis of weight. The low weight is at least partly explained by the short gestation, but the possibility that it also results from retardation of foetal growth deserves attention. The decidua of the lower uterine segment is believed to be less vascular than that of the upper segment, and, although placentae attached to the lower segment are said to be larger than normal (Colmeiro-Laforet, 1953) , it is not known whether this hypertrophy is sufficient to satisfy the demands of the foetus. In this communication we inquire to what extent low birth weight accounts for the high foetal mortality in placenta praevia and whether the low weight is wholly attributable to early delivery, or is also partly due to retardation of foetal growth.
The data assembled for this purpose also throw some light on the effect on foetal mortality of the modem tendency to adopt expectant methods of treatment. These methods were advocated by Macafee (1945) and Johnson (1945) in recognition of the high risk of foetal death associated with early delivery, and their observation that prolongation of pregnancy reduced the risks of the foetus without increasing those of the mother has been confirmed by others (Mills, 1948; Beilly, Greenberg, Aaron, and Peck, 1952) . Examination of the influence of expectant treatment is complicated by the fact that during the last decade there have been other changes in the management of these cases. There has been an increasing tendency to treat placenta praevia, even the less severe types, by Caesarean section, and to avoid resort to hydrostatic bags, Willett's forceps, and version in cases delivered vaginally.
We have no information about the effect of changes in treatment on maternal mortality. The frequency of maternal death in placenta praevia is now so low that a very large series of cases would be required for this purpose.
MATERIAL
Sources of data are described in the preceding investigation of the association between incidence of placenta praevia and maternal age and parity. Briefly, information was sought about all cases delivered in Birmingham in the 11-year period 1942-52, by examination of the records of five maternity hospitals and two general hospitals. The only cases missed are believed to have been a small number before 1946 and in 1952 in some of the smaller hospitals, and there is no reason to suppose that their omission makes the series unrepresentative. Adequate data about control populations of births are available from earlier investigations in Birmingham, both of a large unselected series of hospital deliveries during several years, and of all deliveries in the city in one year (1947) . For comparison of weight, the control group has been restricted to hospital births, since domiciliary weighings are less accurate. For investigation of duration of gestation and foetal mortality, the control group consisted of all Birmingham births in 1947, the mid-year of the period studied.
The number of cases for which data were available are shown according to type in Table I .
There were 971 single pregnancies, after exclusion of nineteen sets of twins and 33 single births-for which information was very incomplete. Weight was known in respect of 873, and duration of gestation in respect of 837. Mortality is of course greater for births associated with placenta praevia than for all single births, even when comparison is restricted to births of corresponding weight (Table III) . As would be expected the difference is small in the case of births of low weight (under 4 lb.) for which mortality is very high. At all weights above 4 lb. mortality is much greater in placenta praevia, and the difference increases as weight increases.
We have attempted to assess the contribution of low birth weight to the total mortality in placenta praevia. (Table IV) . There was also a significant difference between Type 1 and Type 2, but not between Type 2 and Types 3 and 4. The data in Table V (opposite) suggest that the low birth weight in placenta praevia is almost wholly attributable to the short period of gestation, 
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The data available enable us to explore two possible influences on the decline of mortality: (a) greater use of expectant treatment; (b) higher incidence of abdominal delivery. It is clear that a strong association may be expected between foetal mortality and duration of gestation. The foetal mortality, in fact, shows a consistent fall with increasing gestation to 106 (per 1,000 total births) at 38-39 weeks (Table VII) . (5) - (2) - (1) - (0) 1,000 (8) 28-.. 471 (17) 591 (22) 846 (13) - (1) 623 (53) 32-.. 328 (61) 439 (57) 358 (67) - (9) 361 (194) 36-.
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During the 11-year period there has been a conspicuous increase in the mean duration of pregnancies associated with placenta praevia (Table  VIII) (Table VIII) when expectant methods were not in general use. During the period there has also been an increase in the proportion of abdominal deliveries (Fig. 4, overleaf) . We relative contribution of these two changes-prolonged duration of gestation and increased use of Caesarean delivery-to the decline offoetal mortality. Table IX gives the crude death rates in 1942-7 and 1948-52, and shows the expected reduction in mortality resulting from the increase in abdominal deliveries, and the increased duration of gestation. It may be recalled that Types 3 and 4 showed no decrease in foetal mortality during the period (Fig. 3) . This is partly due to the fact that for a number of years it has been usual to treat these cases by Caesarean section (in 1942-3, 86 per cent. of cases were delivered in this way), so that the effect on foetal mortality of a further rise in the frequency of Caesarean section could not be large. But the increase in mean gestation of these cases (253 * 7 days in 1942-3 to 261 *7 days in 1950-2) suggests that expectant treatment has been widely used and it is perhaps surprising that this has not resulted in a lower foetal mortality rate.
Investigation of duration of gestation in placenta praevia drew attention to an interesting association with mother's parity and age (Table X) . Among women under 35, the mean period of gestation decreases with increasing parity, to an extent far greater than is observed in normal pregnancy. For example, for women under 25, the mean duration of gestation was 260 days for first births, and 248 for third and later births. The mean period of gestation also increases with age, an effect not observed in normal pregnancy.
The character of the distribution in Table X General's Class V) to age and parity.
If this interpretation is correct, it suggests that duration of gestation in placenta praevia is related to the social circumstances of the mother. The implications of this conclusion are considered later, but before accepting it we must be assured that the results shown in Table X are not due to secular changes in the age-parity distribution. For example, the presence of an undue proportion of young mothers of high parity in the earlier years (when gestations were of shorter duration) could account for this pattern. This possibility was investigated by dividing the series into five groups according to year of delivery (1942-3, 1944-5, 1946-7, 1948-9, and 1950-2) and reconstructing Table X on the assumption that the age-parity distribution was the same in each group. This procedure had only a trivial effect on the result. 257 (32) 248 (11) 25-. .265 (111) 259 (154) 256 (186) 35 and over .. ..
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262 (59) 263 (173) No. of cases is given in brackets. Gibson, and McKeown, 1952) . In placenta praevia, low birth weight accounts for only about 40 per cent. of the increased mortality, the remainder being attributable to other causes, such as asphyxia and haemorrhage, and, to a small extent, to a raised incidence of congenital malformations.
In multiple pregnancy the low birth weight is due partly to early onset of labour, and partly to retardation of foetal growth; the second influence is much more important than the first. In placenta praevia retardation of foetal growth is responsible for only a small part of the reduction of weight, which must be attributed mainly to short gestation. This observation underlines the importance of recent attempts to reduce mortality by expectant treatment which has as its objective the prolongation of pregnancy.
We have attempted to assess the contribution of expectant treatment to the reduction of foetal mortality. In Birmingham, during the 1 1-year period 1942-52, there has been a substantial decline in mortality, and it is estimated that about 50 per cent. of the improvement is due to prolongation of gestation, 30 per cent. to increased use of Caesarean delivery, and the remainder to other influences. Evidence is presented which suggests that the duration of pregnancy in placenta praevia varies according to the social circumstances of the mother, being substantially longer for well-to-do than for poor women. This observation is, perhaps, worth further consideration. Duration of gestation in placenta praevia depends on a number of factors, of which the most relevant are: (a) The stage which the pregnancy has reached when the bleeding starts. (b) The interval between the onset of bleeding and admission to hospital. (c) The treatment adopted in hospital.
It is possible that all three are influenced by the social and economic circumstances of the patient. Women (2) Mean foetal weight was 6-30 lb. for births associated with placenta praevia and 7-16 lb. for Birmingham hospital single births. The low birth weight accounted for about half the increased foetal mortality in placenta praevia. It was mainly attributable to early delivery and only slightly to a retarded rate of foetal growth.
(3) During the period there was a substantial fall in foetal mortality (from 345 per 1,000 in 1942-3 to 181 per 1,000 in 1950-52). About one-half of this reduction was attributable to prolongation of gestation and a little less than one-third to increased use of Caesarean section.
(4) Examination of duration of gestation in relation to age and parity suggested that delivery occurred earlier among women in poor circumstances than among those living under better conditions.
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